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One of the most important, cross-cutting social

policy perspectives to emerge in recent years is an awareness

that no single institution can create all conditions that young
people need to flourish, not only in schools but in

their careers and as parents.

—Melaville and Blank

E EMBRACE THE CONCEPT THAT A MULTITUDE OF INSTITUTIONS, AGENCIES, AND
organizations must assume responsibility for the health and academic success
of California’s children and youth. As such, more than 70 people from a broad
anizations worked together as members of the Coordinated School Health

(o determine how best to build an interagency system of supports for the state’s
eir families. The result was the development of Building Infrastructure for
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In the development of this document, the Work Group identified six goals focused on the

following elements:

W Youth development

W Policy development

W Collaboration and coordination

W Personnel capacity

W Research-based strategies

W Funding

The aim of the Coordinated School Health Work Group is to enable California’s children
and adolescents to become healthy, successful students at school and contributing members in
their communities. This Blueprint delineates the foundation upon which
children and adolescents in California can develop their capabilities for leading rewarding
and productive lives.

A coordinated school health approach effectively addresses students’ health, thus im-
proving their ability to learn. This approach features eight interrelated components: health
education; physical education; school health services; school nutrition services; school
counseling, psychological, and social services; a healthy school environment; and school-
site promotion of health for staff.

The Coordinated School Health Work Group invites and encourages you and others to
take action in your community by implementing the Blueprint recommendations that follow

in this document.

Joan Davies, 4/ameda County Office of Education

Claudia Epperson, //odesto City Schools, Robertson Road Healthy Start

Alan Henderson, Azerican Cancer Society and California State University, Long Beach
Carla Nifio, Cu/jfornia State Parent—Ieacher Association

Macxine Sehring, 4merican Academy of Pediatrics

Gregory Thomas, Cu/ifornia Conference of Local Health Department Officials/San Luis Obispo
County Health Agency
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Preface

The term health is used in the broadest sense. Health is
much more than simply the absence of disease; health involves
optimal physical, mental, social, and emotional functioning
and well-being.

—\World Health Organization

ISING CONCERNS OVER THE STATE OF HEALTH OF OUR CHILDREN AND OUR YOUTH HAVE

resulted in a national dialogue, proposed legislation, and myriad initiatives and

proposals to deal with those concerns. Because schools touch most families, coordi-
nated school health programs show considerable promise toward aiding those efforts.

The previous emphasis in the schools on prevention is slowly shifting away from merely
“fixing the kid”—focusing on deficits—to creating an environment that provides proven
support and opportunities for children and youth, especially among low-income and racial
or ethnic populations. Youth are increasingly being given a meaningful role in the develop-
ment of programs and efforts to address health issues. In the process they develop life-
long leadership skills that they may draw on in the future in their workplace and in their

communities.
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When asked to identify what is necessary for students to learn before high school gradu-
ation, Americans ranked health education above instruction in language arts, mathematics,
and science in a recent Gallup Poll. Nine of 25 standards selected by the respondents—or
36 percent of the top 25 rated standards—were health standards (Marzano, Kendall, and
Cicchinelli 1999).

Research has established links between a student’s health and school performance
(Symons et al. 1997; National Commission on the Role of the School and the Community in
Improving Adolescent Health 1990; National Health/Education Consortium 1990). Further,
numerous studies have established the effectiveness of school health programs in reducing
specific risky behaviors (Symons et al. 1997; National Commission on the Role of the
School and the Community in Improving Adolescent Health 1990; Dryfoos 1990). How-
ever, what has been lacking is a coordinated approach to school health and the necessary
infrastructure to support it (Council of Chief State School Officers 1991; National Commis-
sion on the Role of the School and the Community in Improving Adolescent Health 1990).
A coordinated approach will improve the health of children and youth and their capacity to
learn through the support of their families, schools, and communities working together. At
its very core, coordinated school health focuses on keeping students healthy over time,
reinforcing positive healthy behaviors throughout the school day, and making clear that

good health and productive learning go hand in hand.
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Executive Summa

A comprehensive school health program is an
integrated set of planned, sequential, school-affiliated
strategies, activities, and services designed to promote the
optimal physical, emotional, social, and educational development
of students. The program involves and is supportive of families
and is determined by the local community, based on community
needs, resources, standards, and requirements. It is coordinated
by a multidisciplinary team and is accountable to the community
for program quality and effectiveness.

—Institute of Medicine
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Infrastructure

1. An underlying base

or foundation, esp.
for an organization
or a system.

2. The basic facilities,

services, and
installations needed
for the functioning
of a community or
society, such as
transportation and
communications
systems.

— The American Heritage
College Dictionary

HE MOST SERIOUS AND COSTLY HEALTH AND SOCIAL PROBLEMS THAT AFFLICT OUR
nation are caused in large part by (1) behaviors that cause unintentional and
intentional injuries; (2) abuse of drugs and alcohol; (3) behaviors leading to

infection by sexually transmitted diseases, including HIV infection, and unin-

tended pregnancies; (4) use of tobacco; (5) inadequate physical activity; and

(6) dietary patterns that cause disease. Ultimately, all those behaviors are pre-

ventable. They are usually established during youth, persist into adulthood, are

interrelated, and contribute simultaneously to poor health, inadequate education,
and inappropriate social outcomes. By preventing health problems that afflict our
youth and threaten their adulthood, coordinated school health programs can help
reduce the spiraling costs of health care, help improve educational outcomes, and
foster positive youth development.

To address the health concerns of children and youth in a coordinated,
comprehensive manner, the California Department of Education and the
California Department of Health Services have embarked on a process to build
infrastructure support for coordinated school health through a grant provided by
the Centers for Disease Control and Prevention. To that end the departments have
established separate but coordinated school health program offices known as
School Health Connections. The offices form a cross-departmental team and
work with other state agencies and organizations and associations that support
the well-being of children, youth, and families.

This planning document identifies goals and prioritized action steps that can
be initiated by the Department of Education, the Department of Health Services,
county offices of education, local health departments, school districts, and
schools. The goals and action steps reflect input from a diverse group of respon-
dents, including state-level policymakers; staff members in schools, school
districts, and county offices; families; students; community leaders; and experts
in the field of school health.

Needs Assessment

The California Department of Education contracted with the Evaluation and
Training Institute (ETI) to conduct a statewide needs assessment and develop a
preliminary plan for building infrastructure for coordinated school health in
California. ETI undertook the work in conjunction with SRI International. The
assessment identified assets and needs related to coordinated school health and
comprehensive school health education at the state and local levels. The sources
of the data used to develop the needs assessment were the following:

W Interviews with key informants from the California Department of Educa-
tion, the California Department of Health Services, universities, local
agencies, and nongovernmental organizations

W Focus groups comprising local school health professionals, students,
parents, and community members in six rural and urban locations across
the state

w A survey of school health professionals at county offices of education and
local health departments
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For an overview of the findings, see Appendix A, “Executive Summary of
CSHP Needs Assessment.” For a more detailed description of the needs assess-
ment, see “Comprehensive School Health Program Needs Assessment Final
Report” (California Department of Education 1998).

Coordinated School Health

The Centers for Disease Control and Prevention (CDC) describes coordinated school
health as planned, integrated, school-affiliated programs designed to enhance the
health of children and adolescents and comprising eight interrelated components:

* Comprehensive school health education

* Physical education

* Parent/community involvement

* Healthful school environment

* Health services

* Counseling, psychological services and social services
* Nutrition services

* Health promotion for staff

Each of the components is present to some extent in most schools and districts but
usually functions independently. Rarely have staff members serving in individual
components been directed to work with those in other components. Nor have they
been informed of the activities taking place in those components.

To change this situation, CDC is funding efforts in several states, including California,
through the California Department of Education and the California Department of
Health Services, to implement coordinated school health programs. Its intent is to
enable the California agencies to work together to provide guidance and leadership
toward promoting the health of children and youth through the state’s public school
system.

—Peter A. Cortese, Chief (Emeritus), Program Development and Services Branch,
Division of Adolescent and School Health, Centers for Disease Control and Prevention

Blueprint for California

In preparation for the development of a comprehensive plan for California, a
draft blueprint was prepared and disseminated to the Coordinated School Health
Work Group for review and comments (see Table 1, “Model for the Develop-
ment of California’s Blueprint for Coordinated School Health,” on p. 5). The
work group, composed of diverse stakeholders in school health, met twice
between May and August 1999 to refine the draft. The group’s work was based
on the following assumptions (Lavin et al. 1992):

w Education and health are interrelated.

W Social morbidities are the biggest threats to health.
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W A more comprehensive, integrated approach is needed.
w Efforts should be focused in and around schools.

w Prevention efforts are cost-effective (costs of inaction are high
and escalating).

A draft reflecting input from members of the work group was also dissemi-
nated for field review to hundreds of persons working in coordinated school
health. (See “Mission of the Coordinated School Health Work Group” on p. 6.)
The final blueprint includes six goals for accomplishing the mission. California’s
youth, families, schools, communities, and government entities will work to-
gether to support the positive development of children and youth so that they will
be mentally, socially, emotionally, physically, and spiritually healthy and will be
lifelong learners. The blueprint also describes accompanying multilevel action
steps that can be implemented by communities, organizations, and agencies at the
local and state levels. The goals to be achieved are listed as follows:

Goal 1: Coordinated school health policies and programs will support and
contribute to the positive development of children and youth.

Goal 2: Policies at all levels will fully support coordinated school health for
California’s diverse populations.

Goal 3: Funds and resources will be allocated to support coordinated school
health for California’s diverse populations.

Goal 4: Closer collaboration and better coordination will be established
within and between the California Department of Education and the
California Department of Health Services, other state and local
agencies, and business and community partners.

Goal 5: Personnel capacity in school health at the state and local levels will
increase and will reflect California’s diverse populations.

Goal 6: Use of state-of-the-art, research-based strategies to implement
coordinated school health will increase.

Because California is one of the most diverse states in the nation, any effort
of this magnitude must address the multicultural and multilinguistic needs of
children and youth and their families. A number of other factors apply to the
planning, implementation, and evaluation of many of the goals, such as youth
development and social marketing.

Within each goal, action steps are identified for state agencies, local health
departments, county offices of education, school districts, schools, and
organizations. Although the blueprint was developed on behalf of the California
Department of Education and the California Department of Health Services,
implementation will be realized through broad-based partnerships involving
families, schools, agencies, and communities to support further the well-being
and success of California’s children and youth.



Table 1
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Model for the Development of California’s Blueprint

for Coordinated School Health

Steering
committee

Statewide
work group

Community and
field comments

California

Centers for
Disease Control
and
Prevention

Department
of Health
Services

California

Department

of Education

Needs Assessment for
Coordinated School Health

w Community focus groups

w Surveys of county offices
of education and local
health departments

wKey informant interviews

wReview of key research,
documents, laws, and
regulations

Blueprint for
Coordinated
School Health

w Set priorities.

w dentify action steps.

Blueprint impacts at:

w State level
wRegional/county level
w School sites

w Community level

Dissemination,

implementation,

and evaluation
of blueprint

Comprehensive Health
Action Team
(State Interagency
Coordination Group)

w California Department
of Education

w California Department
of Health Services

w California Department
of Alcohol and Drug
Programs

w California Department
of Mental Health

Source: California Department of Health Services/California Department of Education, School Health Connections, August 18, 1999

5



Building Infrastructure for Coordinated School Health

When we adults are well, we are able to focus, learn, work,
and be successful in what we do. Would this not be more so
for our children?

—Lucinda Mejdell-Awbrey, Coordinator
Student Support Services, Visalia Unified School District

Social Marketing

Social marketing approaches are being used by a variety of public health programs
to achieve large-scale behavioral changes. A practical definition is that social
marketing applies commercial marketing approaches to achieve social goals.
Operationally, social marketing uses the traditional mix of advertising, publicity,
promotion, and personal sales from commercial marketing and adds community
development, consumer empowerment, institutional change, and partnership. It
employs mass media and existing social systems, often called “channels,” to reach
large numbers of consumers.

—California Dietary Practices Survey, 1989-1997

Mission of the Coordinated School Health Work Group

\Xhat we do:

Through our contributions to this blueprint, this work group builds and maintains
the infrastructure necessary for effective coordinated school health in California.

How we do it:

We work together through broad-based partnerships.

For whom we do it:

We do it for the agencies, organizations, groups, and communities that support the
well-being and success of California’s children and youth. Together, those groups
will advocate the health of children and youth to enhance the social and economic
development of the communities in which they live.

Purpose of the blueprint:
The blueprint proposes an infrastructure that will enable us to achieve our vision.

Why we do it:

We do it to achieve our common vision for California’s children, families, and
communities.
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California’s Changing Demographics

California is one of the fastest-growing and most diverse states in the nation. By
2040 California’s majority population, now white, will become a minority as the
Hispanic population increases. There will be no majority population. Consequently,
it is imperative that all programs be designed and implemented in a culturally
sensitive and linguistically appropriate manner. (See Fig. 1, below)

FIGURE 1

California Population Breakdown: 1996

29%
Hispanic

Hispanic
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Only when schools consider coordinated school health
programs to be as essential as history, social studies, or language
arts will they be able to maximize academic achievement
and positive health outcomes among the children
and youths they serve.

—Harriet Tyson, “A Load off the Teachers” Backs:
Coordinated School Health Programs”

Making a Case for Coordinated School Health

Tena Petix-Petersen, principal of Highland Elementary School, Riverside Unified
School District, is passionate about coordinated school health because she
witnessed its benefits and outcomes at her previous school, Longfellow
Elementary, in the same district. “It was probably one of the most personally and
professionally rewarding experiences of my life,” Ms. Petix-Peterson said. “Because
of the services and programs brought about through interagency coordination,
teachers realized that they no longer needed to worry about feeding or clothing
students. They could be concerned about teaching. The results were over-
whelming.” The students Longfellow served just recently graduated from high
school and are going on to college. “And this was one of the most poverty-stricken
schools in the area,” Ms. Petix-Peterson said.

Ms. Petix-Peterson is taking the Longfellow experience into Highland Elementary
School, where she hopes to bring mental health and public health agencies
together to serve students and their families in a coordinated manner. “This
approach allows us to offer families ‘one-stop shopping.” Families interact with one
person to access needed services (e.g., social, medical, employment, instead of
having to contact 17 people),” Ms. Petix-Peterson said. “When families are taken
care of, when they know how to access food and health care, then their children
are ready to come to school to learn.”

Ms. Petix-Peterson also said that administrators are challenged to venture outside
the traditional school perspective of teaching reading and writing and to embrace
the whole family instead of just the child. “I think we're shortsighted if we only look
at the child,” Ms. Petix-Peterson said. “When the family is well, the probability for
academic success is going to rise. If we don't deal with issues like the mental and
physical health of the entire family early on, we end up paying for it later. The
people who get hurt by this are the kids.”
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Highest-Priority Risks Among Youth

Among persons five through twenty-four years of age, four causes account for
nearly three-quarters of all deaths and a great amount of disease and social
problems. Motor vehicle crashes cause 29 percent of the deaths, 40 percent of
which are alcohol related; homicide, 20 percent; suicide, 12 percent; and other
injuries (such as those from falls, fires, drownings), 11 percent. Further, although
not contained in the mortality statistics, nearly one-quarter of all new HIV
infections, one-quarter of all new cases of infections with other sexually transmitted
diseases, and one million pregnancies occur among our nation’s teenagers each
year. Only three types of behavior contribute to the mortality and morbidity just
described—behaviors that result in unintentional or intentional injuries, the use of
alcohol and other drugs, and inappropriate sexual conduct.

In the general adult population, approximately two-thirds of all deaths and a great
amount of morbidity, suffering, and rising health care costs result only from three
causes. Heart disease causes 34 percent of all deaths; cancer, 25 percent; and
stroke, 7 percent. Again, only three categories of behavior contribute enormously
to those causes: use of tobacco, poor diets, and physical inactivity.

Thus, only six types of behavior cause the most serious problems that afflict most
Americans. Those behaviors are usually established during youth, persist into
adulthood, are interrelated, and are preventable. In addition to causing serious
health problems, the behaviors simultaneously cause many of the educational and
social problems that confront the nation, including failure to complete high school,
unemployment, having children while lacking adequate means to support them,
and crime.
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Californians Value Role of Schools in

Contributing to Children’s Health

w

NEORGEES

Recent surveys reveal compelling findings concerning the views of Californians on
factors enhancing the health of communities, the health of children, and the
influence of the school system on children’s health and development. Over the past
four years, the California Center for Health Improvement has surveyed the opinions
of Californians on a variety of children’s issues, attempting to understand the
respondents’ views on the help they need in raising their children and the services
that are important to them in ensuring that their children are healthy and ready to
learn when they enter school. Significant findings include the following:

Fifty percent of surveyed Californians believed that high-performing schools
enhance community health.’

Fifty-seven percent believed that good schools contribute a good deal to health
status.?

Sixty-five percent believed that immunization and other preventive services
should be provided.?

Sixty-four percent believed that emergency care services should be available.*

Fifty-four percent agreed that referrals and managing acute and chronic
conditions should be accessible to students.®

Sixty-three percent agreed that it is very important that children and youth
receive health instruction concerning physical, mental, emotional, and social
factors relating to health and that it be designed to improve student health,
prevent disease, and reduce health-risk behaviors.®

Seventy-nine percent believed that teachers in schools are very involved or
somewhat involved in helping children grow up healthy and well.”

When asked how effective they thought providing support for new parents
might be to ensure that children get a safe and healthy start in the early years of
life, nearly nine of ten adults surveyed (89 percent) said that they thought such
services would be extremely or somewhat effective.?

Schools should offer a variety of support services in addition to a comprehensive
curriculum.

Teachers should help children develop to their full potential.
Parents need help and support services to prepare children for learning.

—Karen Bodenhorn, Executive Director, California Center for Health Improvement

Sources:
1.

California Center for Health Improvement. Getting Involved. Sacramento: California Center for Health
Improvement, 1996.

. Ibid.
. California Center for Health Improvement and the Field Institute. Survey on School Health Education and

Healthcare Services. Sacramento: California Center for Health Improvement and the Field Institute, 1998.

. Ibid.
. Ibid.

Ibid.

. California Center for Health Improvement and the Field Institute. Children and Youth Survey. Sacramento:

California Center for Health Improvement and the Field Institute, 1997.

. Ibid.
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To help children meet these [educational, health,
and developmental] challenges, education and health must be
linked in partnership. . . . Health, education, and human service
programs must be integrated, and schools must have the support
of public and private health care providers, communities, and
families. . . . School health programs support the educational
process, integrate services for disadvantaged and disabled
children, and improve children’s health prospects.

—Health Is Academic
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The following goals and action steps have been recommended for California’s blueprint
for coordinated school health:

Goal 1: Coordinated school health policies and programs will
support and contribute to the positive development of
children and youth.

ACTION STEPS

Schools, school districts, county offices of education, and local health departments will:

A. Identify community assets, resources, and public support for coordinated school health
and youth development. They will:

1. Work with youth, families, and community partners to map assets and conduct a poll to
determine local support for coordinated school health and youth development.

2. Administer the California Healthy Kids Survey and the resilience assessment module.!

B. Advocate the inclusion of youth development in coordinated school health programs.
They will:
1. Support youth development in implementing local coordinated school health programs
and after-school programs.

2. Work with youth, families, and community partners to create developmental supports and
opportunities for them.

The California Department of Education, the California Department of Health Services, and
other state agencies will:

C. Advocate the inclusion of youth development in coordinated school health programs.
They will:
1. Conduct a social marketing or media advocacy campaign, or both, to support coordinated
school health through youth development.
2. Disseminate effective youth advocacy efforts that support coordinated school health.

Develop a schematic for broad dissemination that depicts the relationship between
coordinated school health and asset building.

4. Disseminate the report of the coordinated school health work group to community and
advocacy groups (e.g., the American Academy of Pediatrics, the California School
Boards Association, the American Cancer Society).

D. Incorporate the youth development perspective in requests for applications in program
design and implementation and in funding decisions. They will address the needs of the
whole child/youth with these changes.

' The California Healthy Kids Survey is based on the CDC Youth Risk Behavior Survey and the California Student Survey.
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Weaving the strands of coordinated school health together
creates a strong safety net for all children and youth.

—Linda Taylor, Codirector, Center for Mental Health in School

A Word About Youth Development, Resilience,

and Assets: A Shared Paradigm

The terms youth development, resilience, and assets are increasingly being spoken
of and heard in prevention, education, and youth services. Youth development,
which is what the terms refer to, connects youth to caring people and places that
believe in them and provide them with opportunities for participation, competency
development, and contribution. Regardless of the term used, the three concepts
refer to a strength-based, developmental approach to serving children and youth.
They represent a paradigm shift from individually focused, problem-oriented
approaches to serving children and youth, often referred to as the deficit model, to
environmentally focused and health-promoting interventions. This more positive
approach assumes that all youth need critical developmental supports and
opportunities in their families, schools, and communities—assets that economic
forces have been eroding for all children and youth.

Youth development, resilience, and assets approaches to education and prevention
are variations on the developmental theme illustrated in Table 1 (p. 5).

Youth Development Process: Resiliency in Action

Youth development is grounded in the assumption that children and youth, like all
other human beings, have basic needs for safety (physical and psycho-logical), love
and belonging, respect, mastery and challenge, power and autonomy, and
meaning (purpose and calling), as illustrated in Table 2 (p. 15). When families,
schools, and communities provide the developmental supports and opportunities
that meet these needs, children and youth can achieve positive social, emotional,
cognitive, and spiritual development. In turn they are protected against
involvement in health-risk behaviors and are helped to achieve successful learning.
Although each of the approaches uses somewhat different terms for the assets and
the number of those assets, these approaches complement, support, and relate
well to one another.

Variations on the Theme

The term youth development, although not new as a concept in community-based
youth services, has achieved increasing attention at the policy level, largely through
the work of Karen Pittman and the Center for Youth Development and Policy
Research as well as the International Youth Foundation. The youth development
movement has strongly emphasized the importance of creating “a coherent youth
policy centered on providing young people with continuous developmental

13
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A Word About Youth Development . .. (Continued)

support and learning opportunities across institutions throughout a young person’s
life” (Community Network for Youth Development). The language of youth
development includes youth needs, developmental supports and opportunities,
youth competencies, and developmental outcomes.

The assets approach is mainly identified with Peter Benson and the Search Institute,
which has been studying the correlation between community supports and
opportunities (assets) and health-risk behaviors among youth for over a decade.
The Search Institute has developed a list of 20 internal assets (competencies and
individual outcomes) and 20 external assets (supports and opportunities) that its
research has found to mediate health-risk behaviors. It has focused primarily on
mobilizing the various sectors of community life (families, neighborhoods, faith
communities, employees, youth organizations, schools) to work together to
increase the number of developmental assets in young people’s lives.

Traditionally, resilience refers to a growing body of research into how individuals
have successfully transformed risk and adversity throughout their lifetime and have
become, in the words of premier resilience researcher Emmy Werner, “competent,
confident, and caring” adults. The research, also informed by studies in family social
science, school effectiveness, brain science, community development, social work,
medicine, and child and youth development, makes several contributions to the
youth development approach. First, it clearly identifies the critical developmental
supports and opportunities that can turn the life of a young person onto a positive
path. These protective factors (external assets) are basically three: caring
relationships, high expectation messages, and opportunities for participation and
contribution. Second, resilience research names the individual strengths and traits
(internal assets) that are the positive developmental outcomes of supportive
environments: social competence, problem solving, and a sense of self, of one’s
purpose, and of the future.

Of most importance, resilience research provides powerful evidence that the

youth development approach does indeed work as described previously. Research
documents that resilience is a capacity that all individuals possess. It is a devel-
opmental wisdom that motivates persons to turn to the people, places, and
experiences that meet their needs for safety, love, belonging, respect, powetr,
accomplishment, challenge, and, especially, meaning. Whether a school favors
youth development, assets, or resilience, the major challenge lies in changing the
personal and institutional beliefs about the capacities of children and young people
as learners and contributors to their school and community.

—Bonnie Benard, West Ed, School and Community Health Research Group, Oakland
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Students Lobby Successfully for Healthier Snacks

in School Vending Machines

A group of students at King City High School in Monterey County decided that

it was time to make a change in the kinds of snacks provided in the vending
machines at their school. They wanted healthier snack choices in those machines.
Working with the vice principal and the snack-food vendor to identify low-fat foods
that could be sold in the machines, they conducted campuswide taste tests so that
all the students could vote for their favorite healthier snacks.

The group’s hard work paid off. The vending machines now offer healthier snacks,
such as pretzels and low-fat cereal bars that students like to eat, and various
promotional events are conducted to market the snacks.

Both the snack-food vendor and vice principal are committed to continue offering
the healthier snacks. Meanwhile, the original group is looking to tackle yet another
issue. It hopes to find a way to offer more nontraditional physical activities on
campus as a way to encourage lifelong physical activity for students who may not
be interested in such traditional sports as football and basketball.

The group had been trained by the North Central Coast Region of California Project
LEAN (Leaders Encouraging Activity and Nutrition), which implements one of 28
“Food on the Run” high school programs throughout the state. Food on the Run

is conducted through various partnerships at the local level. In King City this
partnership includes the Monterey County Health Department, King City High
School, and California Project LEAN. Project LEAN is a program of the California
Department of Health Services and the Public Health Institute. The project’s Food
on the Run campaign prepares teenage leaders to impact their school positively by
advancing policies that increase student access to healthy eating and physical
activity options.

—Peggy Agron, Director, California Project LEAN
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We know that children who come to school healthy, who have
gotten their shots and participated in early childhood programes,
are children who are engaged and ready to learn.

—Richard Riley, U.S. Secretary of Education

Goal 2: Policies at all levels will fully support coordinated school
health for California’s diverse populations.

ACTION STEPS

Schools and school districts will:
A. Establish and maintain district policies supporting coordinated school health. They will:

1. Adopt or adapt a policy that promotes coordinated school health throughout the district
and each school as described in the Health Frameworfk for California Public Schools
(California Department of Education 1994).

2. Require a course in health education as a high school graduation requirement.

Integrate policies that promote the health of students and staff for each of the eight
components of coordinated school health.

4. Base policies on research-based and evaluation-based information related to student
success.

5. Utilize research and model policies disseminated by such organizations as the California
Center for Health Improvement and the California School Boards Association.

B. Inform, organize, and involve youth, families, and community partners in advocating for
coordinated school health-related policies. They will engage partners in advocating the
health and well-being of children and youth and policies that support and integrate coordinated
school health at the local, county, and state levels.

C. Bring together an interdisciplinary team that can contribute to coordinated school health
at school sites and at the district level. They will coordinate the planning, implementation,
and evaluation of services with staff from different coordinated school health component areas
and different grade levels.

Local health departments and county offices of education will:

D. Promote and support local policy adoption that embraces coordinated school health at
the district and school site levels. They will advocate local policies and operating codes that

support implementation and coordination of the eight components of coordinated school
health.

17
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The California Department of Education, the California Department of Health Services, and
other state agencies will:

E. Provide technical assistance to school districts and municipalities in developing and
implementing coordinated school health policies. They will:

1.

Communicate national-level policy and research-based support for coordinated school
health to stakeholders.

Develop and disseminate a compendium of model policies for schools, school districts,
local health departments, and county offices of education that integrate the eight compo-
nents of coordinated school health and include a process for engaging a broad range of
participants in the development of local policies.

Present this approach as comprehensive and supported by the California £Zucation Code
and the Health Framework for California Public Schools.

Promote policies that support periodic assessment of students’ health-related knowledge
and behavior.

Provide school districts with validated tools to assess knowledge, attitudes, and behavior
concerning health as part of the battery of state assessment instruments.

Utilize aggregated longitudinal data obtained from the assessment to influence program
development and refine and allocate resources.

F. Promote coordinated school health interests within other policy initiatives. They will
advocate the inclusion of coordinated school health issues within children’s health programs,
such as the Healthy Families program, Medi-Cal reimbursement, the Child Health and Disabil-
ity Prevention Program, welfare reform, immigration, building code modifications, the Healthy
Start Program, school reform, and after-school and child development programs.

G. Track coordinated school health-related legislation and share policy information. They
will provide timely information on pending coordinated school health-related legislation to
county offices of education, local health departments, school districts, institutions of higher
education, and public and private entities.

Achievement is better if [students] eat healthier foods.

—Jack McLaughlin, Superintendent, Berkeley Unified School District
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These eight components [Health Education,

Physical Education, Parent/Community Involvement,
Health Services, Nutrition Services, Psychological and Counseling
Services, Healthy School Environment, and Health Promotion for

Staff] work together to develop and reinforce health-related
knowledge, skills, attitudes, and behaviors and make health an
important priority at the school. The components are linked in a
mutually supportive, cooperative system focusing on children’s
health issues and the development of health literacy. Each of the
eight components is a critical link in the overall support system for
school health and is integrally related to the other components.
Some of the components focus on education, others on services,
and still others on the school environment. When they are
planned and implemented in a supportive and consistent
manner, the eight components achieve far more in
promoting health literacy than is possible
without a coherent, integrated system.

—Health Framework for California Public Schools

Goal 3: Funds and resources will be allocated to support
coordinated school health for California’s diverse
populations.

ACTION STEPS

Schools and school districts, local health departments, and county offices of education will:

A. Ensure that current and future school reform planning and funding opportunities in-
clude coordinated school health. They will:

1. Identify opportunities for expanding and combining categorical funds.

2. Explore the possibility of allowing grantees/contractors to maximize use of funds for
coordinated school health while maintaining accountability for the results intended
for each categorical program.

19
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B. Make optimal use of dedicated and flexible funding to improve coordinated school health
continuously. They will:

1. Focus on measurable outcomes when planning and implementing coordinated school
health.

2. Be flexible in determining how the results are to be accomplished.

Use broad-based strategies that enable children and youth to develop skills that affect
knowledge, attitudes, and behavior positively.

4. Identify and implement strategies that ensure equitable involvement of all stakeholders,
including youth.

C. Advocate coordinated school health funding. They will:

1. Mobilize youth, families, and community partners to advocate adequate coordinated
school health funds among local, state, and federal elected officials.

2. Include advocacy as part of a policy agenda for coordinated school health programs.

D. Identify local, state, federal, and private funding sources for coordinated school health
programs. They will:

1. Explore financing options, including Medi-Cal reimbursement, funding through Title I
and Title II, and support from managed care companies and foundations.

2. Establish consortia composed of county offices of education, local health departments,
school districts, schools, and such institutions as universities, hospitals, businesses, and
law enforcement agencies to identify funding opportunities and apply jointly for coordi-
nated school health grants.

The California Department of Education, the California Department of Health Services, and
other state agencies will:

E. Promote policy, legislation, and funding initiatives that support and provide additional
federal and state nonrestrictive funding for coordinated school health programs.* (See

Goal 2.) They will:
1. Incorporate coordinated school health into the fundamental structure of the educational
system.

2. Support long-term mechanisms to fund the infrastructure of coordinated school health
programs at the California Department of Education and the California Department of
Health Services, including the use of categorical funds.

3. Pursue grant funds for coordinated school health.
F. Leverage funding for equitable services across all districts in the county. They will:

1. Identify existing funding sources that can support one or more components of coordi-
nated school health programs.

2. Determine the feasibility of combining funding streams to permit greater flexibility at the
local level while maintaining accountability for the results intended for each categorical
program.

3. Link efforts with public and private entities that embrace the goals of coordinated school
health programs for more effective use of limited resources.

* Identified as a priority area.
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4. Collaborate and develop school-based services with funds from sources that include
but are not limited to such programs as Welfare to Work (CalWORKS), mental health,
Family Preservation, Title IV Safe and Drug Free Schools and Communities, Cops
in Schools, Healthy Start, tobacco control, and domestic violence and child abuse
prevention.

G. Provide technical support to local agencies. They will develop or enhance (or both) coordi-

nated school health by providing information and training in such topics as reimbursement
options and funding sources.

. Involve managed-care organizations and other insurers in supporting coordinated school
health. They will:

1. Negotiate a system through which insurers, including Medi-Cal and Healthy Families,
provide financial resources for school health services.

2. Ensure that students receiving school-based health services continue to be linked to their
primary medical and dental care provider.

. Seek better planning and accounting systems that will support coordinated school health.
They will develop a master planning system for coordinating or combining work plans with a
formula for dispersing expenses among different programs and projects so that, operationally,
coordinated school health can be developed or enhanced and still satisfy reporting require-
ments and generally accepted accounting practices.

A coordinated effort allows us to go beyond teaching kids to say
no. Instead, we are able to teach kids to know!/

—Robin Gray Ballard, 1999-2000 President
California Association for Health, Physical Education,
Recreation, and Dance
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Healthy West Hollywood Families:

Task Force Gets Results

West Hollywood, one of the founding participants in the California Healthy Cities
Project, created a broad partnership to nurture, educate, and support families and
their children. The city’s Families and Communities Task Force took many steps to
reach linguistically isolated Russian-speaking and Spanish-speaking immigrant
families with children, including the following steps:

* Disseminating a quarterly newsletter for families that is published in three
languages

* Developing a family guide to services, recreation, and cultural activities

* Holding a Kids’ Fair for families and young children to provide needed
immunizations, dental screenings, information about community services, and
an enjoyable, low-cost festival for the community

» Offering conflict resolution and peer mediation programs for students,
teachers, and parents at elementary schools

* Providing after-school tutoring and organized recreation at elementary
schools and a job, internship, and volunteer placement program for teenagers

* Opening homework centers at two branch libraries equipped with computers
and CD-ROM reference materials

* Earmarking funds that schools can access for cross-cultural programs on
campus

The results of those efforts have been encouraging. Participants who responded
to pretests and post-tests indicated increased knowledge and positive changes in
behavior as a result of the information presented. Students involved in conflict
resolution and after-school programs showed improved attendance, fewer
disciplinary referrals, and improved academic performance.

The diverse partners involved in this effort included the Los Angeles Unified School
District, private preschools and family child care providers, local businesses, the Los
Angeles County Health Department, the Los Angeles County Fire Department, the
Los Angeles Sheriff's Department, the Los Angeles city and county branch libraries,
nonprofit social-service agencies helping families, and community members.

—Daphne Dennis, Social Services Manager, City of West Hollywood
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The school principal or chief administrator is a key player.
In schools where family partnerships flourish, the principal
has usually taken the first steps towards better
communication and collaboration.

—D. Davies, “The 10th School: Where School-Family-Community Partnerships Flourish”

Goal 4: Closer collaboration and better coordination will
be established within and between the California
Department of Education and the California Department
of Health Services, other state and local agencies, and
business and community partners.

ACTION STEPS

Schools and school districts will:
A. Address local barriers to community involvement. They will:

1. Create dialogues with families and community agencies specific to coordinated
school health that identify and address local barriers adversely affecting community
involvement.

2. Reach out to larger institutions, such as hospitals or universities, that have resources to
contribute.

3. Establish district health councils with representatives from county offices of education,

local health departments, health and human service providers, and hospitals to collabo-
rate and coordinate services.

B. Adopt best practices for actively involving family and community members. They will:

1. Share effective strategies for working with families, business, and community partners to
improve collaboration.

2. Include such best practices as involving various school and school district committees
and councils and staff in actively engaging parents, making families feel welcome,
providing families with meaningful roles, and resolving logistical difficulties related to
parent, community, and student participation, such as off-campus after-hours opportuni-
ties and child care.

C. Create mechanisms to ensure continuity of services within and between schools and
school districts. They will:

1. Create linkages to support student health programs more broadly by bringing together the
interdisciplinary coordinated school health staff.

2. Collaborate with schools in the same geographic area to explore methods and implemen-
tation strategies for facilitating the transition process when students transfer into a new
school or advance from one school level to the next.
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Local health departments, county offices of education, and school districts will:

D. Develop, implement, and evaluate joint projects and programs. They will:

1.

Conduct a grassroots outreach and information-gathering effort, such as community asset
mapping and forums, to determine what health education and health services the families
want in the schools.

Identify common goals and create a joint coordinated school health work plan.

Establish a county management-level policy group to work with key stakeholders to
achieve common outcomes or integrate with an existing group.

E. Strengthen collaboration between schools and health and human service agencies and
local public and private entities concerned about the health and well-being of youth. They

will:
L.

Promote the eight-component coordinated school health model as an integral part of
school reform.

Expand the level of involvement that county offices of education and local health
departments have with schools and school districts, community-based organizations,
institutions of higher education, governmental agencies, parent—teacher associations,
and nonprofit organizations in developing coordinated school health. Examples of such
activities are as follows:

* Local health departments can support schools and school districts in collecting,
interpreting, and using health data for program development and evaluation more
effectively.

» County offices of education can increase involvement with community-based
organizations to meet the needs of communities more effectively.

* Local health departments and county offices of education can provide community-
based organizations with technical assistance for accessing and working with schools
and school districts.

* Local health departments and county offices of education can establish a planning or
advisory body that includes community-based organizations, such as medical and
dental societies, health plans, and others, to participate in development and advocacy
for coordinated school health programs at the local level.

* County offices of education and districts can facilitate access to schools by local
health departments.

F. Develop strategies for effectively sharing information with school district staff. They will:

1.

Use information-sharing strategies, such as meetings, newsletters, web sites, e-mail, and
broadcast faxes.

Have nurses from the local health department and school districts in the county meet
periodically and communicate regularly to coordinate programs, provide mutual techni-
cal assistance, share resources, address challenges, and improve services to children,
youth, and families.
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The California Department of Education, the California Department of Health Services, and
other state agencies will:

G. Develop common outcomes, utilizing and building on existing efforts and infrastructure
and incorporating morbidity, mortality, and resiliency data.* They will:

1. Identify public and private sources of relevant and compelling data.

2. Employ evaluation tools that can be used by multiple agencies (e.g., California Healthy
Kids Survey,' Healthy Start).

3. Convene an expert technical advisory body to collect, organize, and analyze existing data
and develop prioritized goals and objectives (e.g., Maternal and Child Health, Title V
needs assessment).

4. Establish common baseline and monitoring data. Improve the collection of and access to
students’ health-related information.

5. Establish a management-level policy group to work with key stakeholders.

H. Promote collaborative behavior in providing coordinated school health-related technical
assistance. They will:

1. Conduct statewide and regional conferences and meetings jointly planned across depart-
ments and agencies and designed to promote interaction and collaboration among staff
representing various programs and services.

2. Provide technical assistance on building, maintaining, and working in effective
collaboratives.

3. Streamline the Request for Application (RFA) process, align reporting and evaluation
requirements, and issue combined requests for applications from the California
Department of Education and the California Department of Health Services.

4. Encourage communities to build on existing collaboratives rather than require the forma-
tion of new ones.

I. Recognize the specific needs of small counties and rural areas. They will deal with the
unique needs of health and educational agencies in rural areas regarding training, technical
assistance, and so forth.

* Identified as a priority area.
! The California Healthy Kids Survey is based on the CDC Youth Risk Behavior Survey and the California Student Survey.
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California’s Healthy Start Initiative Connects School,

Family, and Community

All eight components of coordinated school health involve partnerships between
schools, families, and communities to benefit our children and youth. The Healthy
Start initiative was established in 1991 (Education Code Section 8800 et seq.) to
facilitate such coordinated efforts by local educational agencies and their
collaborative partners. Healthy Start is a gateway to and the “glue” for compre-
hensive student and family-centered supports and services ranging from child/
youth development through prevention and early intervention to more intense,
multisystem interventions. Healthy Start also provides a process for moving
communities beyond isolated, separate systems to interconnected teams centered
on children and youth.

The initiative’s philosophy is grounded in the belief that educational success,
physical health, emotional support, and family and community strength are
inseparable. Healthy Start provides additional resources that assist schools with
integrating all the internal and external supports and services needed for student
success, whose broad definition includes academic success as well as mastery of
the skills needed for becoming good parents, good neighbors, good workers, and
good citizens.

This initiative's many faces look as different as do the many types of communities
found across California because it builds on the strengths, assets, and needs of
each neighborhood. Each local initiative follows a process that includes
collaborative decision making, community assessment, prioritization of goals,
selection of effective strategies, integration and tracking of efforts, and evaluation
of results. This process is cyclical and continuous; it involves ongoing reassessment,
reevaluation, and reform.

Because each school and each community has its own combination of assets and
needs, the “mix” of services and supports can vary. The local Healthy Start initiatives
may include such services and supports as social service providers; educators across
the lifespan; health, mental health, and dental service providers; law enforcement;
employment development; recreation and arts; faith and service organizations;
businesses; and peer support of the students and families themselves. Findings
from the statewide 1997 Healthy Start evaluation data show that:

* Academic results for students most in need increased appreciably.

» Students’ health issues, especially preventive care, are being addressed in
areas that previously were not served.

* Improvements in the areas of housing, food and clothing, transportation,
finances, and employment are allowing families to eliminate major
impediments to supporting their children’s academic achievements and
overall development.

» Students receiving Healthy Start services are showing a decrease in drug use,
improved self-esteem, and a heightened perception of support from parents,
classmates, teachers, and friends.

(Continued on next page)
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California’s Healthy Start Initiative . . . (Continued)

* Family violence is decreasing. Parents possess a deeper awareness of the
different stages of a child’s development and a child’s corresponding needs.

The Healthy Start story is being written in wide-ranging schools and communities
across California. Funding for the Healthy Start initiative has grown from an

initial level of $19 million in the 1991-92 fiscal year to its current annual level of
$39 million. Nearly 500 operational sites at almost 1,500 elementary, middle, and
high schools in nearly all of California’s 58 counties now have the potential to reach
more than one million young people and their families. Participants in Healthy Start
throughout the state live in communities ranging from urban neighborhoods and
barrios to rice and cotton fields to resort towns and suburbs to isolated logging
towns. Every school community is different, and each Healthy Start site reflects the
unique culture, politics, and economics of its locale. The common characteristic
found at each Healthy Start site, as a member of the coordinated school health
“family,” is a commitment to making a better life for California’s children, youth,
families, and communities.

People support what they create.

—Claudia Epperson, Healthy Start Project Coordinator
Robertson Road Elementary School

Mendocino County Public Health Advisory Board

Promotes the Health of Its Residents

The Mendocino County Public Health Advisory Board was formed in 1995 at the
direction of the Mendocino County Board of Supervisors. Its purpose was to advise
the supervisors on health issues and to help the Public Health Department create
policies that improve the overall health of county residents .

This diverse advisory board, which includes representatives for mental health
services, law enforcement, the local school district, and the local hospital and
clinics, identified their top health concerns: lack of adequate treatment services for
persons with drug and alcohol problems, lack of prevention education and
activities regarding drug and alcohol abuse, poverty, domestic violence, and heart
disease.

The health advisory board issues a Community Health Status Report, which
provides an overview of the various health concerns in the county. The report
provides the information needed for the community to write health-oriented grants
and advocate for health-oriented legislation and health education.

—Carol Mordhorst, Director, Public Health Advisory Board, Mendocino County
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A document is only a document. It takes people
to bring about change.

—QGus Dalis, Senior Project Director
Center for Health Education
Los Angeles County Office of Education

Goal 5: Personnel capacity in school health at the state and local
levels will increase and will reflect California’s diverse
populations.

ACTION STEPS

Schools and school districts will:
A. Employ well-qualified coordinated school health program staff members.* They will:

1. Designate qualified staff at the decision-making level to coordinate school health
programs.

2. Employ appropriate credentialed staff members in all coordinated school health program
areas, such as teachers well qualified to teach health education and physical education,
credentialed school nurses to deliver or oversee health services, and child nutrition staff
members trained in nutrition and food safety.

B. Ensure adequate professional development to promote the optimal physical, emotional,
social, and educational development of students.* They will:

1. Elevate health as a priority by devoting more time to it in staff meetings and professional
development.

2. Include all staff members in professional development.
Connect health with learning.

4. Provide school staff with the skills, knowledge, and resources needed to address student
health issues more effectively.

C. Establish policies for bringing school-linked service providers into the schools. They will:

1. Develop guidelines for collaboration between school staff and contracted organizations
working on campus, such as local health departments, community-based organizations,
and health providers.

2. Create clear descriptions of roles of school-staffed and school-linked providers to maxi-
mize their effectiveness and avoid supplanting or displacing preexisting school staff.

* Identified as a priority area.
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Local health departments, county offices of education, and other community health organizations
will:

D. Employ appropriate credentialed school health program staff members to oversee the
implementation of coordinated school health and provide appropriate professional
development. They will:

1. Designate qualified staff to provide leadership for coordinated school health.

2. Oversee the use of community needs assessments to guide professional development that
addresses local needs.

3. Urge local educational agencies and health agencies to conduct or attend trainings (or
both) jointly to facilitate collaborative planning and implementation.

The California Department of Education, the California Department of Health Services, and
other state agencies will:

E. Employ state staff members to represent all components of coordinated school health.*
They will:

1. Provide leadership in each of the eight component areas, providing consultants to assist
in such areas as school nursing and dental health services, physical education, health
education, and counseling and guidance.

2. Generate models that demonstrate coordination of the components.
F. Support high-caliber teacher preparation programs.* They will:

1. Work with relevant organizations to establish comprehensive and rigorous standards in
health for all candidates for a teacher credential.

2. Advocate a mandated course on health for all those candidates.

Work with schools of education to provide high-caliber coordinated instruction in school
health and preparation of credential candidates.

G. Promote inclusion of school health issues within professional education and continuing
education programs (e.g., nursing, medicine, public health, social work, dentistry, nutri-
tion). They will:

1. Collect information about curricula in different fields and identify opportunities to
address school health issues consistently among and between various disciplines.

2. Identify and share information about innovative health practices in the schools.

Provide opportunities for school health professionals and others to remain current on
research and the best practices in their fields as related to coordinated school health
programs.

4. Use data from such instruments as the School Health Education Profile to tailor the
content and methods used in continuing education.

5. Include information on the relationship between coordinated school health programs and
education reform.

H. Organize and promote a statewide summit on coordinated school health in collaboration
with deans or department chairs (or both) of professional schools, including schools of
medicine, nursing, and social work and dental, public health, and dietetics programs.
They will develop a specific plan to integrate coordinated school health into professional
education and training. The plan will address the recruitment and enrollment of professional
program graduate students whose cultural and ethnic backgrounds are reflective of California’s
diverse population.

* Identified as a priority area.
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A “Break-the-Mold” Model Developed at the

Elizabeth Learning Center, Los Angeles

A venture supported by the New American Schools Development Corporation has
resulted in a break-the-mold comprehensive school reform design first
implemented in Los Angeles and now being replicated elsewhere.

The Elizabeth Learning Center in Los Angeles has produced a pioneering
prekindergarten-through-grade-twelve model recognized by the U.S. Department
of Education as an important evolving demonstration. The model expands school
reform by moving from an approach that reforms curriculum and instruction and
governance and management and deals with barriers to learning. A comprehen-
sive and multifaceted continuum of learning supports is divided into six functional
areas: (1) classroom-focused enabling; (2) support for transitions; (3) student and
family assistance; (4) crisis response and prevention; (5] home involvement in
schooling; and (6) community outreach, including an extensive focus on the use of
volunteers.

Use of the model requires policy reform and operational restructuring, especially
the following:

* Weaving together all learner support resources available at a school

* Expanding resources through integrating school, community, and home
resources

* Enhancing access to and the impact of community resources by connecting as
many as feasible to school programs

At the Elizabeth Learning Center, increases in achievement test performance were
recently reported for all grade levels. Dropout rates declined to 1.22 percent (versus
5.28 percent in surrounding schools) and a districtwide rate of 7.84 percent. Over
1,000 parents attend adult education classes, and local volunteers provide more
than 12,000 hours of service each year.

Development of an enabling or learning support component as a full partner in
school reform is essential if all children are to benefit appropriately from instruction.

—Howard Adelman and Linda Taylor, Center for Mental Health in Schools,
University of California, Los Angeles
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Training in interpersonal, decision-making, and coping skills can
help students increase their self-control, help reduce stress and
anxiety, and teach them ways to make friends if they are isolated
and to assert themselves without resorting to violence.

—Carnegie Council on Adolescent Development

Goal 6: Use of state-of-the-art, research-based strategies to
implement coordinated school health will increase.

ACTION STEPS

Schools and school districts will:

A. Use research in making informed decisions about health curricula and programs.*
They will:

1. Use the services of the California Healthy Kids Program Dissemination Center in
previewing and selecting research-based programs.

2. Use existing data sources to inform and influence program design (e.g., the Youth Risk
Behavior Survey, the California Student Information System, the California Special
Education Management Information System, the California Healthy Kids Survey, the
Healthy Start evaluation, the Maternal and Child Health Title V Needs Assessments,
health-related fitness tests).

B. Conduct monitoring and evaluation of coordinated school health-related programs and
curricula. They will:

1. Assess effectiveness through program implementation; feedback from students, families,
and teachers; and Healthy People 2010 objectives.

2. Identify potential models successful with particular school communities.

C. Administer the California Healthy Kids Survey.' They will create a single source of health
data that can be used as one of the multiple measures needed to test the effectiveness of
programs that influence the health of youth.

Local health departments and county offices of education will:

D. Educate schools and school districts in research-based, coordinated school health cur-
ricula, programs, and other best practices and facilitate their adoption. They will:

1. Inform schools and school districts about data and models available to assist in planning,
implementation, and evaluation.

2. Assist schools and school districts in developing mechanisms for implementing and
assessing curricula and programs and educating their communities about the best
practices in school health.

* Identified as a priority area.
! The California Health Kids Survey is based on the CDC Youth Risk Behavior Survey and the California Student Survey.
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The California Department of Education, the California Department of Health Services, and
other state agencies will:

E. Include incentives for using research-based strategies. They will establish priorities for
funding research-based strategies in requests for applications.

F. Disseminate information about the best practices in specific coordinated school health
areas. They will identify schools that demonstrate effectively the implementation of coordi-
nated school health.

G. Raise awareness of coordinated school health issues. They will:

1. Take a strong public stand in support of school health programs and research-based
strategies.

2. Establish a blue ribbon task force as a joint effort of the California Department of
Education, the California Department of Health Services, and the Governor’s Office to
support priorities identified in this document.

The Importance of Health Education

School health education is not new. It has been included to some extent, in one
form or another, since the advent of public schools. It just hasn't been system-
atically implemented and maintained at the level needed to make a real difference
for all students. Until recently education decision makers were reluctant to include
health education as an integral part of the curriculum in all schools with adequate
resources to make it truly meaningful. The last half of the 1990s presents a unique
opportunity to make good on this lost opportunity. As demonstrated in [a] recent
American Cancer Society public opinion poll, ample support exists among parents,
school district administrators, and students to warrant broad-scale implementation
of comprehensive school health education.

—David K. Lohrmann




Appendix A
Executive Summa
CSHP Needs Assess

N RESPONSE TO GROWING CONCERNS ABOUT EDUCATIONAL ACHIEVEMENT AND THE HEALTH

of youth in today’s society, a new momentum exists to improve the way in which

schools address health issues. Health and educational achievement are closely inter-
twined. As institutions central to their communities, schools are uniquely positioned to deal
with the behavioral factors that underlie the major causes of morbidity and mortality. Those
behaviors can result in unintentional and intentional injuries; abuse of alcohol and other
drugs; sexual conduct that leads to the contraction of sexually transmitted diseases, includ-
ing HIV infections, and unintended pregnancies; the use of tobacco; unhealthy dietary
behaviors; and physical inactivity.

Norte. This report reflects the findings of the Evaluation and Training Institute and SRI International from
interviews and surveys that were conducted throughout California. It does not necessarily reflect the views of
the California Department of Education or the Department of Health Services.
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Data gathered by the California Youth Risk Behavior Survey show that
California students practice high-risk behaviors in a number of areas. For ex-
ample, alcohol use among youth far exceeds the Healthy People 2000 objectives
for such use among youth. In addition, one-third of the respondents indicated that
during the past month they had ridden in a car with someone who had been
drinking alcohol. One-fifth of respondents reported having smoked at least one
cigarette per day in the past month. Similarly high-risk factors were reported for
sexual behavior, violence, suicide ideation, and nutrition. California students are
closer to meeting the Healthy People 2000 objectives in physical activity than
they are in other areas.

In response to those challenges, the California Department of Education
(CDE) and the California Department of Health Services have joined to launch
a new effort to strengthen school health programs across the state. The eight-
component model of comprehensive school health programs was adopted to
guide the work. The model identifies eight components that work together as a
coordinated system to enhance the health of children and youth. One of those
components, comprehensive school health education, is further elaborated into
six priority risk areas: tobacco prevention; nutrition; physical activity; HIV/STD/
unintended pregnancy prevention; intentional and unintentional injury preven-
tion; and drug and alcohol prevention.

Components of Comprehensive
School Health Programs

e Health Education

* Physical Education

* Health Services

* Counseling, Psychological, and Social Services
* Nutrition Services

* Healthful School Environment

* Parent/Community Involvement

* Health Promotion for Staff

In 1995-96 California received its first grant from the Centers for Disease
Control and Prevention (CDC) to strengthen comprehensive school health
programs across the state. The CDC identified four supports that provide a
foundation for those comprehensive programs: authorization and funding;
personnel and organizational placement; communication and linkages; and
resources. On behalf of the California Department of Education and the
California Department of Health Services, the Evaluation and Training Institute
and SRI International conducted a needs assessment of the status of the four
infrastructure supports at the state and local levels and of the implementation of
comprehensive school health education at the local level. The needs assessment
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will serve as the first step in developing a long-range strategic plan that will
bring together public and private agencies (1) to strengthen infrastructure for the
comprehensive school health programs; and (2) to expand and improve their
implementation and comprehensive school health education in California.

Methodology

The needs assessment was based on four infrastructure supports to obtain
information about existing assets and ongoing needs or challenges. The informa-
tion was collected from individuals working in each of the eight component areas
and from individuals with a broad perspective on overarching school health
issues. Table A-1 describes each of the three primary methods used for data

collection.
Table A-1
Primary Data Collection Methods
Used in Needs Assessment
Method Type of Data Issues Addressed
Key informant Qualitative Status of four infrastructure supports
interviews at the state level; issues related to
(N=88) individual components of CSHP
Focus groups Qualitative Local experience implementing
(six groups) school health programs, with emphasis
on community involvement and health
and physical education
County-level Quantitative Communication and linkages at the
survey local level and between the local and
(N = 46 county state levels; comprehensive school
dOﬁ"ffS of . health education implementation; local
o1 local ealth experiences of supports and barriers
departments) to CSHP/comprehensjve school
health education
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Findings

The findings are divided into six categories. In addition to each of the four
infrastructure supports, the needs assessment takes a more in-depth look at issues
related to comprehensive school health education implementation and discusses
perspectives on school health. It was found that several statewide funding and
policy initiatives provide strong support for children’s health, including Healthy
Start, LEA Medi-Cal billing, Medi-Cal for Children, and Healthy Families.

Each of the eight components is supported to varying degrees by specific
policy and funding:

w Health Education is supported by state requirements that schools teach
health education to all students in grades one through six and teach AIDS-
prevention education to all students (whose parents do not object) at least
once in middle school and once in high school. The £ducarion Code also
outlines the topics to be included in health education, which schools may
provide at the grade levels they deem appropriate. CDE must distribute
guidelines for the preparation of comprehensive school health education
plans and materials for the prevention of teenage pregnancy. Requirements
exist as to what must be included in all sex education classes, yet schools
may choose not to teach sex education at all.

w Physical Education is supported by requirements outlining the number
of minutes of instruction for grades one through twelve and requiring
standardized physical performance tests in grades five, seven, and nine.
However, some respondents felt that policies should be strengthened to
require daily physical education for all grades, K—12. In addition, despite
the availability of a strong framework, there is no consistent curriculum in
place for physical education. California’s £ducation Code addresses this
issue by authorizing a position in CDE for a physical education specialist,
although the position is currently unfunded.

w Health Services are supported by state requirements that schools monitor
immunizations and conduct health screenings. In addition, the £ducation
Codle contains strong requirements for the qualifications of school nurses.
Weaknesses in current policy include the lack of a minimum nurse-to-
student ratio, the use of nonlicensed “health clerks” to provide health
services in schools, and the lack of a system or guidelines through which
LEAs could work with managed-care organizations.

w Counseling, Psychological, and Social Services are supported by federal
and state policies, including the federal Individuals with Disabilities
Education Act (IDEA), the largest single source of funding for school
psychologists. At the state level, this component is supported by Healthy
Start, which has enabled schools to develop a range of supportive services
for students and families. The primary weakness identified in current
policy was the lack of a minimum ratio of school psychologists to students.

w Nutrition Services are supported by several laws authorizing programs
and outlining requirements. The nutritional content of school cafeteria
meals must meet minimum standards, although other food items sold on
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campus may be of little or no nutritional value. Several programs are
administered by the state to promote healthy eating habits. The Department
of Health Services (DHS) is required to assess local food and nutrition data
systems. However, federal government funding for Nutrition Education
and Training programs has been reduced significantly.

W A Healthful School Environment is supported by legislation in several
areas. Several policies and programs support school safety, including the
requirement for each school to write a school safety plan, as well as
programs to reduce school violence and student gang involvement. Policies
also exist to support the biophysical environment of schools, including
requirements for storing hazardous materials, screening school employees
and volunteers for tuberculosis, and posting signs prohibiting smoking on
campus.

w Parent/Community Involvement is well supported by a number of feder-
al and state laws, including Title I of the Improving America’s Schools
Act; the California £ducation Code (Chapter 16, sections 11500—06),
which directs school districts to adopt a policy on parent involvement;
Assembly Bill 1334, Chapter 485, which requires CDE to promote family—
school compacts; and the Family—School Partnership Act (AB 2590,
Chapter 1290), which allows parents to take up to 40 hours off from work
to participate in their children’s school activities.

w Health Prometion for Staff has few policies supporting it. California’s
Fducation Code does not mandate that activities be conducted to promote
the health and wellness of school staff. However, DHS is required to
apprise school districts annually of current information on preventing
employees’ exposure to AIDS and hepatitis B.

In the area of authorization and funding, a number of significant challenges
were identified as follows:

w Funding for many of the eight components is inadequate and is particularly
inadequate for comprehensive health programs in which all of the compo-
nents work together.

W Funding for school health comes through too many categorical programs,
creating difficulties in the development of comprehensive, coordinated
programs.

W At both the state and local levels, school health suffers from the lack of a
strong constituency to move supportive policy initiatives forward.

W Policy changes at the state and national levels can adversely affect school
health by shifting resources away from health-related activities (e.g., class
size reduction), by creating fear and distrust (e.g., Proposition 187), and by
reducing the supports available to families (e.g., welfare reform).

w Despite an expanding research base on effective strategies for CSHP and
comprehensive school health education, best practices are often rejected
for political reasons.
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Recommendations:

v Conduct a social marketing campaign to raise support for school
health and effective, research-based strategies.

Vv Address political opposition to school health and to specific health
education programs by opening a dialogue with those who do not
advocate CSHP and seeking to identify common ground.

v Develop an agenda that addresses policy and funding matters,
specifically as they relate to CSHP, as well as broader policies within
which school health interests should be represented.

Personnel and Organizational Placement

The California Department of Education (CDE) and the Department of Health
Services (DHS) have many staff who possess expertise in the components of
CSHP. CDE has a Child, Youth, and Family Services Branch, which administers
a number of programs related to CSHP. Three of the ten major administrative
divisions within DHS—Primary Care and Family Health, Prevention Services,
and Medical Care Services—also administer wide-ranging programs in the eight
CSHP component areas.

Respondents noted an absence of personnel designated at the state level to
work in the following key areas:

w School health specialist or adolescent health specialist within DHS
W School nurse within CDE

W Dental health director

w Physical education specialist

At the county level, personnel infrastructure is weak. Although each county
office of education has a staff person who handles school health, many of those
individuals do not work full time and hold many other responsibilities. Within
local health departments, staff who work on school health-related issues are
frequently decentralized and lack a system for coordinating their efforts.

At the school and district levels, additional staff are needed for developing
CSHP effectively. In particular, respondents see the need for health coordinators
or health advocates (preferably school nurses) to coordinate the currently frag-
mented components of school health programs. In addition, qualified personnel
are needed to teach health and physical education; and classroom teachers,
administrators, and school board members need more training in health issues.

Recommendations:

v Fill critical personnel gaps at the state level. State-level leadership
will provide an essential foundation for the development of local
programs.
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v Upgrade county-level infrastructure. Considering the size of
California, counties will provide a critical link between the state
and local levels.

v Provide funding for a health coordinator at every school.

vV Address school staff training by restoring the requirement that
teachers complete a health course as part of their credentialing
program, promoting better coverage of school health in graduate
programs for school administrators, and expanding professional
development in health education for school staff.

Communication and Linkages

Important strides have been made in increasing communication and linkages
at the state level. Examples include coordination and collaboration occurring
between DHS and CDE through an infrastructure grant from the Centers for
Disease Control and Prevention; collaborative efforts to promote comprehensive,
integrated school-linked services leading to the Healthy Start Initiative and
LEA Medi-Cal billing; the Comprehensive Health Action Team (CHAT); the
CDE Health Issues Work Group; and the planning process for the annual Healthy
Schools, Healthy People Conference. One challenge in this area is the lack of
systemic, institutionalized mechanisms for collaboration that are supported by
senior administrators and result in improved coordination of programs. Creating
such mechanisms within agencies as large and geographically dispersed as CDE
and DHS will be particularly challenging.

Regarding communication and linkages between the state and local levels,
local-level staff report a fairly high level of dissatisfaction with the communica-
tion and support they receive from state agencies on school health-related issues.
CDE and DHS staff reported having experimented with several methods for
providing technical assistance, including the use of telephone hotlines, voice
mail, training videos, and web pages. However, California’s size alone represents
a significant challenge in bridging this communication gap.

At the local level, collaboration between county offices of education and local
health departments appears to be fairly high but is limited primarily to partici-
pating in coalitions, advisory groups, or committees and maintaining contact
informally through personal networking. More substantive forms of collaboration
must be developed.

Supportive attitudes regarding the development of linkages through collabora-
tion and partnerships at the local level can be found in the current environment.
A number of funding streams have been relaxed and more funding sources for
community-driven programs now exist. The result of those changes has been an
increase in collaboration among schools, community agencies, parents, and
students as well as greater collaboration wz#:n school districts.
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Although these developments at the local level generally are viewed as very
positive, several challenges have emerged:

w The proliferation of collaboratives has become unmanageable. Systems are
needed for coordinating, streamlining, and making more efficient use of
time.

w Better mechanisms for sharing information are needed at the county and
school-site levels.

w Community residents and community agencies need to learn how to access
school sites.

W Schools need to learn how to reach out to and welcome parents and offer
them meaningful, decision-making roles.
W Schools and districts need to develop strategies for overcoming liability

and cost issues that prevent communities from using school facilities after
school hours.

W Schools need assistance in developing procedures that will enable them to
share information about students to increase continuity in services when
students make transitions from one school to another.

Recommendations:

Vv Involve senior-level CDE and DHS administrators in identifying
opportunities for substantive collaboration that will result in better
coordination of categorical programs related to CSHP.

v Develop systems at the county level for sharing information and
coordinating the efforts of health-related collaboratives.

Vv Provide technical assistance to counties, schools, school districts,
and communities on issues related to collaboration in school
health.

Technological Resources

Technological resources to support CSHP appear to be adequate at the state
level. No major deficiencies were found in office or communication technolo-
gies, although a few offices were found to have e-mail that can be used only
within the office/department. The state also possesses the number of important
data resources that provide critical information about youth health and school
health programs. The California Healthy Kids Survey represents an important
step toward standardizing the collection of student health behavior data and
creating greater consistency within this component of program evaluations.

Lack of resources at the local level presents a significant barrier to imple-
menting CSHP. Human resources are in greatest demand. The factor most
frequently identified by county office of education and local health department
staff as a barrier to CSHP was that school staff are overextended and have no
time for anything beyond the standard academic curriculum.



Building Infrastructure for Coordinated School Health

Recommendations:

vV Promote implementation of the California Healthy Kids Survey and
other standardized evaluation tools.

Vv Advocate policy changes that provide schools and local health
departments with additional human resources to implement and
coordinate health programs.

Comprehensive School Health Education

The Health Framework and Physical Education Framework were widely
praised and viewed as important supports for comprehensive school health
education in California. Regarding implementation of comprehensive school
health education, county office of education staff reported that the areas most
frequently covered by school districts are tobacco-use prevention, drug- and
alcohol-abuse prevention, and physical education. In general, the quality of
available health education curricula was thought to be fairly good and did not
appear to be the most pressing need related to comprehensive school health
education. Respondents did see a need for professional development opportuni-
ties for school and district staff. The two major obstacles to providing profes-
sional development have been (1) the lack of adequate funding/resources; and
(2) the lack of staff preparation time or the demands of other competing profes-
sional development needs. With regard to methods for delivering professional
development to school staff at the county level, respondents expressed the
greatest enthusiasm for county workshops, mentoring or coaching, and school
in-service training.

Challenges related to implementing comprehensive school health education
include the following:

w Health education has always been considered an “add-on.” Health educa-
tion is not required at every grade level, is not included in standardized
testing, and is not a high school graduation requirement.

W Funding for comprehensive school health education is divided into too
many categories.

W A lack of emphasis on instruction in health education exists. Health
education has not been viewed as a discipline and has no instructional
“home”; rather, it is squeezed into the curriculum wherever a school
chooses to place it.

w Many teachers are not prepared to teach health education because they
do not have professional preparation for doing so or have not received
adequate training in health education as part of their general teaching
credential program.
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Recommendations:

v Strengthen requirements for health education to include, at a
minimum, health as a high school graduation requirement.

v Support districts in developing policies to implement health educa-
tion in the K-12 curriculum.

v Expand professional development for school staff on health educa-
tion in the six risk areas, particularly in the areas of injury preven-
tion and comprehensive health.

vV Restore the requirement that teachers complete a health course as
part of their credentialing program.

Perspectives on School Health

Two perspectives were found to be important in shaping respondents’ think-
ing about school health. Youth development, often referred to as an assets-based
approach, was strongly advocated by some respondents as an overarching
framework for comprehensive school health. Youth development focuses on
identifying the assets and strengths of youth—rather than focusing on deficits—
and building on those assets and strengths to foster resiliency, which acts as a
protective factor against a wide range of negative outcomes.

The second perspective emphasized by respondents was the importance of
distinguishing between school-based and school-linked models for providing
services related to comprehensive school health. Respondents favoring a school-
based model emphasized the importance of developing health and social service
capacity within the schools themselves. This model contrasts with the school-
linked model, which focuses on creating linkages among schools and commu-
nity-based service providers.

Recommendations:

vV Promote youth development as a positive approach to CSHP at the
state and local levels.

v Explore the appropriateness of school-based and school-linked
models for providing comprehensive school health services.
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Schools offer the most systematic and efficient means
available to improve the health of youth and enable
young people to avoid health risks. . . .

—U.S. Public Health Service
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